Conventional management of rheumatoid arthritis and rheumatoid vasculitis typically involves treatment with medications that can cause significant immunosuppression. In this case, the patient was unable to take methotrexate or leflunomide due to pre-existing liver fibrosis. He developed severe immunosuppression in response to various other DMARD agents, and biological agents including anti-tumour necrosis factor (TNF) therapy were ineffective for synovitis; therefore when he developed vasculitis it was decided to give a trial of B-cell depletion therapy with rituximab.
Rituximab has been well-tolerated in rheumatoid arthritis in the trials to date, but there is limited information on retreatment of patients [1, 5, 6] . In a recent study by Leandro et al. [7] , there were 15 patients described who were retreated, but the time between treatments was longer (median of 20 months) than for our patient, and the dose of rituximab given (1000 mg 2 weeks apart) was different than in our patient. The patient described above has thus far tolerated repeated courses of rituximab and has not demonstrated any serious side effects or immunosuppression. In this case, repeated courses of rituximab without concomitant methotrexate or cytoxan proved to be a viable, well-tolerated alternative for treatment of severe rheumatoid arthritis with vasculitis in a patient who had serious side effects from other conventional DMARD treatments. Physiotherapy management of non-specific back and neck pain SIR, How is one to manage the common presentation of back pain? Reported searches of the Cochrane evidence base make me think that many have forgotten that it was in fact Archie Cochrane himself who was chairman to the first white paper on low back pain [1] , and also forgotten that it had been concluded that there was insufficient evidence upon which to base guidelines on back pain management.
However, it is not that there has been a lack of studies, but that the results have proved difficult to interpret or else no useful conclusions could be drawn. So it was always going to be difficult for anyone, let alone physiotherapists [2] , to manage this type of morbidity.
It all seems to come down to the old and vexed question as to whether non-specific back pain is a single entity or covers a multitude of sins. Can it be subdivided into several different sorts of specific back pain? Moffett and McLean in their review in this journal [2] preface their deliberations thus: 'Many researchers have tried to classify back and neck pain and many different methods have been proposed'. The implication is that none of the systems work in the sense that they do not predict response to particular forms of treatment. What would the ideal be? Perhaps a few simple questions and tests would lead to a particular diagnosis for which a particular and effective treatment could be given.
But there are so many possible questions and tests that no one study could include them all. But we tried [3] . In essence we reduced a list of about 400 such items to a shortlist of 11, of which two were particularly crucial for splitting up the so-called 'nonspecifics'. These helped distinguish the long sought after 'facet joint syndrome' (the contrabend test) and low back pain sprain also incorporating involvement at the dorso-lumbar junction (the leg twist test). The tests are easily and quickly performed and have been described elsewhere and have recently been reviewed [4] . Cluster analysis helped identify the clinical importance of the contrabend test. The meaning of the 'stuck' leg twist test had remained obscure for about a century. Without such information incorporated at the beginning of the study it is not then possible to go on and check for the response to treatment of meaningful subsets of patients. It is the failure to emphasize this element of study design that seems to explain the lack of progress in this field of research.
No doubt there are other tests that will further help embellish diagnostic 'structure' in a repeatable manner. But if all those therapeutic trials could only have included some of the magic tests, then we might have had many more answers.
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Key message Repeated courses of rituximab were safe and effective in a patient with rheumatoid vasculitis-associated foot drop.
